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ABSTRACT
The purpose of this research was to conduct a systematic investigation to
determine whether the use of client feedback measures enhance the mental health
treatment of youth in private practice settings. Participants were randomly assigned to
one of two groups, treatment as usual or the Client Feedback condition. Clients who were
assigned to the Feedback condition completed the feedback measures routinely at each
session. The Pediatric Symptom Checklist (PSC) and/or Pediatric Symptom Checklist –
Youth Version (PSC-Y) were completed at intake and at each 3-month progress review
summary, and/or closure per normal office standards. Significant findings indicated that
all participants regardless of condition improved with treatment participation as
demonstrated on the PSC and PSC-Y. However, an interaction effect indicated that
participants in the Feedback condition showed more significant improvement on the PSC
but not the PSC-Y. A significant amount of variance in treatment outcome was found to
be attributed to previous therapy experience and condition, but not for the clinician
related variables. Clinician experience was not found to have moderated the relationship
between condition and treatment outcome. Retention was not found to differ
significantly between groups. Results were found to be consistent with previous research
and indicated that the use of routine client feedback helped to improve youth mental
health treatment outcomes in a private practice setting just as it has with adults in
university and community-based settings.
Keywords: youth mental health, systematic client feedback, private practice
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PREFACE
The following chapters have several main aims. First, the introduction provided in
the first chapter to provides the reader with a review of relevant background research and
frames the purpose of the current study. Primary research questions and hypotheses are
also introduced. Next, the second chapter provides an in-depth review of the
methodology, including the participants that were involved in the current study, the
measures that were used, as well as the data analyses that were conducted to address the
research questions. The third chapter provides the results of the current study, including
preliminary analyses such as descriptive statistics and correlations among study variables.
Primary analyses included: (1) two mixed repeated measure ANOVAs, (2) multiple
regression analyses, and (3) between subject comparisons that were run to address the
first, second, and third research questions respectively. The fourth and final chapter has
four main sections. First, a brief review of relevant research is discussed, as well as the
results of the current study. The third section provides potential limitations of the current
study while also giving suggestions for future research. Finally, broad conclusions are
presented with discussion of practical applications of research findings.
The purpose of this research was to conduct a systematic investigation to
determine whether the use of client feedback measures enhance the mental health
treatment of youth in private practice settings. Participants were randomly assigned to
one of two groups, treatment as usual (TAU) or the Client Feedback condition. Clients
who were assigned to the Feedback condition completed the Outcome Rating Scale
v

(ORS)/Child Outcome Rating Scale (CORS) and Session Rating Scale (SRS)/Child
Session Rating Scale (CSRS) measures routinely at each session as part of the Partners
for Change Outcome Management System (PCOMS; Miller & Duncan, 2004). PCOMS
is the only outcome monitoring system that enables clinicians to efficiently measure both
perceptions of treatment outcome and therapeutic relationship. The Pediatric Symptom
Checklist (PSC; Jellinek & Murphy, 1988) and/or Pediatric Symptom Checklist Youth
Version (PSC-Y) are psychosocial screening tools designed to identify potential
cognitive, emotional, and behavioral problems in youth. The PSC and PSC-Y were
completed at intake and at each 3-month progress review summary, and/or closure per
normal office standards.
Two mixed repeated measures ANOVAs were conducted to determine whether
clients perceive greater treatment outcome and therapeutic alliance when they are able to
routinely provide feedback concerning the services rendered. Models were further
analyzed through multiple regression in order to examine how much variance in
treatment outcomes was attributed to the use of ongoing client feedback in treatment
versus TAU, and whether clinician related variables (e.g., clinician experience)
functioned as moderators in the relationship between condition and treatment outcome.
Finally, to examine the impact of client feedback on retention, between groups
comparisons were conducted to assess the mean differences between the number of
sessions participated in by clients in each condition. Significant findings indicated that all
participants regardless of condition improved with treatment participation as
demonstrated on the PSC and PSC-Y. However, an interaction effect indicated that
participants in the Feedback condition showed more significant improvement on the PSC
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but not the PSC-Y. A significant amount of variance in treatment outcome was found to
be attributed to previous therapy experience and condition, but not for the clinician
related variables, clinician experience and licensure status. Additional analyses revealed
that clinician experience did not moderate the relationship between condition and
treatment outcome. Also, no significant differences were detected between groups in
regard to retention.
Overall, the results were found to be consistent with previous research and
indicated that the use of routine client feedback helped to improve youth mental health
treatment outcomes in a private practice setting just as it has with adults in university and
community-based settings. These findings highlight the importance of systematically and
routinely asking for client feedback to pay respect to the client’s own voice and
impressions of how treatment is going.
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CHAPTER 1
INTRODUCTION
Although research generally supports the benefits of mental health services
compared to no treatment (Duncan, Miller, Wampold, & Hubble, 2010; Lambert &
Ogles, 2004), many recipients of mental health services do not show improvement
(Reese, Duncan, Bohanske, Owen, & Minami, 2014). This later finding may be attributed
to several psychotherapy pitfalls including dropouts (Swift & Greenberg, 2012), varying
therapist success rates (Baldwin & Imel, 2013), and biased perceptions of treatment
outcomes. For example, researchers have found that therapists tend to overestimate their
own therapeutic effectiveness (Walfish, McCalister, O’Donnell, & Lambert, 2012) and
misjudge undesirable outcomes (Chapman et al., 2012).
Fortunately, these pitfalls may be avoided or at least greatly reduced through the
use of systematic client feedback (Duncan, 2014). Client feedback is defined as the use of
standardized measures to routinely assess clients’ perceptions of the treatment course and
outcome (Lambert, 2010). Rooted within the process of requesting client feedback is the
act of client validation, which helps to reaffirm the important role that the client has in
influencing their own treatment process and outcomes (Duncan & Moniyan, 1994).
Since the late 1990s, several client feedback systems emerged as a result of a shift to a
more patient-focused research paradigm, but only two systems have documented
treatment success in randomized controlled trials (RCTs) (Duncan, 2012). The Outcome
Questionnaire – 45.2 System (OQ; Lambert, 2010) was the first measure to help assess
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client functioning across sessions. The Partners for Change Outcome Management
System (PCOMS; Duncan, 2012) took this pioneering work a step further and designed
simple and effective measures with clinical practice in mind. Furthermore, PCOMS is the
first feedback system that enables practitioners to be able to monitor ongoing feedback
regarding both outcomes and therapeutic alliance (Duncan & Reese, 2015).
While research has examined the utility of client feedback to examine treatment
outcomes within the context of mental health treatment more broadly, few studies have
examined these constructs within private practice settings, and even less have examined
the use of systematic feedback with youth in particular. The purpose of this current study
was to conduct a systematic investigation in order to determine whether the use of client
feedback measures enhance mental health treatment of youth in a private practice setting.
In this chapter, background information related to the current state of youth
mental health is highlighted. Particular emphasis is placed on the general concerns
regarding youth treatment need versus the actual provision of mental health services to
children and adolescents. Next, the importance of examining treatment outcomes in
respect to increased use of evidence-based practices and the growing demands of health
care delivery models focused on accountability is also discussed. Additionally,
considerations related to clinician factors, client factors, the role of parents and family in
treatment of youth, and importance of the therapeutic alliance are introduced. Next, client
feedback system is reviewed and the rationale for the development of PCOMS is
discussed. Lastly, the justification and aims for the proposed study and anticipated
findings are provided.
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Youth Mental Health: Growing Concerns
Twenty percent of youth ages 5 to 18- years old exhibit symptoms of a
diagnosable mental health concern over the course of a year (American Academy of
Pediatrics [AAP], 2004). Unfortunately, less than half of the youth in the United States
with mental health concerns actually end up receiving services (Merikangas et. al., 2010).
Moreover, most youth who obtain treatment drop out of treatment prematurely (U.S.
Department of Health & Human Services [USDHHS], 2003), and many who contact
providers to seek services do not start treatment (Pellerin, Costa, Weems, & Dalton,
2010).
Youth Treatment in Private Practice Settings. Children and adolescents
suffering from emotional and behavioral disorders may seek help and benefit from mental
health services in many different types of settings. These settings may include but are not
limited to inpatient residential treatment centers, outpatient community mental health
centers, schools and other community-based settings, and privately run practices and
organizations.
Organizations that are run within the private sector are more apt to serve the
mental health needs of youth who are covered by private health insurance or whose
parents have the family covered with employer-provided health benefits (Warren et al.,
2010). Also, clients are usually treated by only one practitioner, and will usually only
participate in individual therapy (Warren et al., 2010). Although, in the case of youth
treatment, parental involvement is usually strongly encouraged as well (Warren et al.,
2010).
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Due to the immense pressures placed on service providers to provide effective yet
efficient services due to managed care demands, the duration of most treatment in private
practice settings tends to be shorter than what would be typically provided in community
mental health settings (Warren et al., 2010). Consequently, private service settings have
been criticized, and have even been thought to be inappropriate treatment options for
clients who are considered to have more persistent mental health concerns (Anderson,
2007).
This problem is further compounded by the fact that millions of dollars are spent
every year with very little accountability to know whether treatment, interventions, and
approaches are actually successful (Duncan, Sparks, Miller, Bohanske, & Claud, 2006).
Policy makers and investors need to know how to better allocate money and need to have
a better understanding as to how these funding decisions should be made. This will only
become a bigger issue as increased pressures from managed care companies continue to
grow, with providers’ efforts to amass treatment success within what has become an era
of accountability (Shimokawa, Lambert & Smart, 2010). As such, it is not surprising that
many managed care companies are requiring increased documentation of the use of
evidence-based practices in treatment. Payers seek proof of treatment progress, and
ultimately success may be necessary for reimbursement of provided services. Private
insurance companies, third-party payers, government agencies, managed care companies,
and other professional organizations are holding mental health professionals more
accountable by requiring practitioners to track treatment progress through the
administration of standardized assessments (Hatfield & Ogles, 2004). It is anticipated that
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through these efforts, optimal treatment decisions will be made that will be equally
effective and efficient (Hatfield & Ogles, 2004).
Common Factors in Youth Treatment
Common factors are generally supported in the literature as important elements in
treatment outcomes, and that they are potentially more influential than the specific
ingredients of various therapies (Kelley, Bickman, & Norwood, 2010). Although much
of the research on client factors moderating treatment outcome has been conducted with
adult populations, there are several common factors that are associated with youth
treatment outcomes. These include client characteristics (e.g.., demographic variables,
parent and family functioning.) as well as factors related to the treatment provider and the
therapeutic alliance (Duncan, 2012; Kelley, Bickman, & Norwood, 2010).
Client factors include both demographic variables (e.g., age, race, socioeconomic
status, and gender) as well as specific factors that are related more directly to therapy,
such as a client’s presenting problems and functioning (Kelley, Bickman, & Norwood,
2010). It is particularly important to remember that in the case of youth mental health
treatment, access to and maintenance of treatment for youth is typically initiated by
caregivers (Yeh & Weisz, 2001). This stresses the importance of maintaining a good
working relationship with the child, but also the parents or caregivers. Special attention
has to be given to the inherent complexity of working with children. Due to the fact that
in most cases, children and adolescents are still dependent on their parents for logistical
considerations (Timimi, Tetley, Burgoine, & Walker, 2012), it is just as important to
focus on building a strong therapeutic alliance with parents, or at least be open to
feedback from parents concerning their child’s progress and treatment (Duncan, 2012).
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Similar to client factors, commonly documented therapist factors include
demographic variables as well as other factors that are more directly related to therapy
such as their years of experience and the clinician’s training (Kelley, Bickman, &
Norwood, 2010). The relationship between clinician factors (e.g., education and training)
and treatment outcomes are found to vary substantially between providers (Duncan,
2012). Research on clinician-related factors and therapist effectiveness has become a
topic of closer scrutiny within adult treatment populations (Duncan, 2012; Kelley,
Bickman, & Norwood, 2010). Duncan (2012) stated, “some therapists are simply much
better than others” (p.93). In fact, in one study, 5% of treatment outcome was found to be
attributed to variability between therapists alone (Wampold & Brown, 2005).
Additionally, when asked to provide feedback concerning treatment outcomes, research
has shown that clinicians tend to be poor judges of their therapeutic effectiveness, and
furthermore, they tend to be overly optimistic about treatment effects and the impact that
their work has on their clients’ mental health and functioning (Lambert, 2010). This
skewed perspective can ultimately contribute to a negative outcome because clinicians
will be more likely to overlook clients who are not responding well to treatment
(Lambert, 2010).
Now taking into consideration the interplay between both client and clinician
factors, the therapeutic relationship is one of the most commonly researched factors in
treatment of both youth and adults (Kelley, Bickman, & Norwood, 2010). Norcross and
Lambert (2010) stress that relationships are vital to treatment success. Other researchers
have echoed this perspective, further reinforcing the importance of the therapeutic
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alliance in mental health treatment and the direct connection to positive counseling
outcomes (Karver, Handelsman, Fields, & Bickman, 2006; Shaw & Murray, 2014).
Unfortunately, professionals’ opinions on what are essential relationship elements
are not always in sync with what clients believe are key relationship factors (Tyron,
Blackwell, & Hammel, 2007). This issue is further complicated by the fact that mental
health professionals tend to rely on their own evaluation of the client-therapist alliances
instead of their clients’ perceptions, despite research that has found that clients’
perspective tends to be a stronger predictor of treatment outcome (Shaw & Murray,
2014).
Importance of Client Feedback
Many means have been used to gauge the quality of mental health treatment that
is provided to clients including licensing, certification, and credentialing of the providers,
chart auditing and peer review, performance monitoring, contracts, and clinical standards
and guidelines (Lloyd, 2002). Historically, many mental health professionals have
utilized measures such as the Global Assessment of Functioning (GAF; American
Psychiatric Associations, 2002), and/or review of progress made on individual treatment
plans to measure their clients’ progress and overall satisfaction with services (Fisher et
al., 2009). Still, whether these channels successfully measure client outcome is uncertain
at best. The GAF, for example, although one of the most universally used measures of
functioning and impairment, has many shortcomings, including validity and reliability
concerns (Vatnaland, Vatnaland, Friis, & Opjordsmoen, 2007). Moreover, the GAF score
is only one number, and although it communicates a global picture of functioning among
providers, it does not provide more detailed information about a client’s specific
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concerns. Furthermore, despite best efforts, mental health professionals are not
completely aware of what will actually be helpful for any one particular individual or
family unless direct feedback is obtained from the client (Duncan et al., 2006).
Additionally, providing feedback to both therapists and clients influences effectiveness
and has been associated with significant gains in treatment outcomes in previous research
(Duncan, 2012; Hawkins, Lambert, Vermeersch, Slade, & Tuttle, 2004; Lambert,
Whipple, Bishop, Vermeersch, Gray, & Finch, 2002; Timimi et al., 2012). In the past,
direct feedback was often obtained through client satisfaction surveys (Fisher et al.,
2009). However, since such surveys usually assess the client’s overall experience
through the collection of more general information, they tend to be less helpful in
identifying changes that need to be made to improve treatment for individual clients
(Lambert & Ogles, 2004). Thus, the collection of direct client feedback has to be taken a
step further.
More recently, promise has been increasingly documented in what is considered
routine measurement of outcomes in everyday clinical practice. Regular monitoring of
client feedback has been noted to improve both client retention and client outcome
(Lambert, 2010). When clinicians are able to obtain ongoing updates concerning
symptoms and perceptions of progress, they are better able to identify potential treatment
failure and work with the client and/or their family to reach positive outcomes (Lambert
et al., 2010; Shimokawa et al., 2010). Furthermore, access to this direct client feedback
enables professionals to more accurately gauge client functioning, and in turn, make more
appropriate decisions regarding treatment type and duration rather than basing treatment
decisions on what is expected to work and the recommended dosages (Lambert, 2007).
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Outcome Measurement Systems
Many outcome monitoring measures lack fundamental factors needed in order to
be most helpful to busy clinicians who want to use a measure routinely to help strengthen
and tailor treatment to individual clients and families (Campbell & Hemsley, 2009). Such
factors include short, simple measures that are easy to administer and understand
(Campbell & Hemsley, 2009). Several client feedback systems have been developed over
the years, but to date, only two feedback systems have been documented as being utilized
within RCTs.
The first of these two systems utilizes the Outcome Questionnaire-45 (OQ-45).
The OQ-45 is a 45-item self-report measure that assesses symptoms, emotional states,
interpersonal relationships, and performance in social roles. The OQ-45 was designed to
be used routinely while in treatment to monitor a client’s functioning on a weekly basis.
The OQ-45 has been found to be sensitive to treatment effects (Campbell & Hemsley,
2009), but like many other outcome assessment measures, it is not easy to administer and
score quickly, and therefore perceived as arduous by busy practitioners who only have a
limited time to spend with clients during weekly sessions (Shaw & Murray, 2014).
Furthermore, clinicians reported that the measure was not always appropriate to assess all
client concerns that are presented during treatment (Shaw & Murray, 2014).
According to Duncan (2012), strong, quality measures such as the OQ-45 are
useless for outcomes monitoring if not used as it is intended, that is routinely. Findings
such as these helped to highlight the obvious need to develop a more user-friendly
outcome monitoring system that could be utilized quickly and effectively in applied
treatment settings. Also, as therapeutic alliance is associated with positive treatment
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outcome, measures like the OQ-45 that do not also evaluate alliance may not be capturing
the full picture, and whether treatment outcome could be strengthened with increased
alliance. PCOMS was developed with these practical considerations in mind.
Partners for change outcome management system (PCOMS). The Partners
for Change Outcome Management System (PCOMS; Miller :& Duncan, 2004) which
includes the Outcome Rating Scale (ORS) and the Session Rating Scale (SRS) (both of
which are described in further detail in the current study procedures), is the only outcome
monitoring system that enables clinicians to efficiently measure both perceptions of
treatment outcome and therapeutic relationship, and has been evaluated in RCTs (Anker,
Duncan & Sparks, 2009; Reese, Duncan, Bohanske, Owen., & Minami, 2014; Reese,
Norsworthy, & Rowlands, 2009; Reese, Tolan, Slone, & Norsworthy, 2010; Schuman,
Slone, Reese, & Duncan, 2014; Slone, Reese, Matthews-Duvall, & Kodet, 2015; Wise &
Streiner, 2018; see Chapter 2 for more details regarding these studies). The PCOMS
measures are considered ultra-brief measures composed of only a few items that enable
practitioners to efficiently and effectively assess client perception of both treatment
outcome and alliance (Shaw & Murray, 2014).
The ORS and SRS measures have also been adapted to contribute to the
expansion of two brief measures to routinely assess youth perception of outcome and
therapeutic alliance (Duncan, Miller, & Sparks, 2003, 2006). These measures include the
Child Outcome Rating Scale (CORS) and the Child Session Rating Scale (CSRS). It is
for these reasons that the PCOMS was of interest for the current study.
Previous PCOMS studies have successfully utilized the ORS and SRS measures
as both independent and dependent measures. However, some have argued that using the
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PCOMS measures to assess treatment outcome is a potential limitation, and instead, an
independent, well-established outcome measure should be utilized to assess treatment
outcome since the PCOMS measures are already being utilized as the intervention (Janse,
De Jong, Van Dijk, Hutschemaekers, & Verbraak, 2017). In fact, several researchers
have explored the effectiveness of PCOMS while assessing outcome with established
independent treatment outcome measures.
For example, one RCT study took place in an outpatient, hospital-based mental
health program. In this study, patients who engaged in routine outcome monitoring with
PCOMS demonstrated increasingly positive treatment outcomes when compared to
patients who received TAU. Furthermore, these effects were noted to have increased
over time with the study spanning more than four years (Brattland et al., 2018).
In another study, Janse and colleagues (2017) found that depressed patients
improved in the feedback condition compared to TAU as reported on the Symptom
Checklist-90. The researchers also noted that fewer sessions were required to reach
positive treatment outcome, with PCOMS contributing to possibly more efficient
Cognitive Behavioral Therapy (CBT) practices (Janse et al., 2017).
Anker and colleagues (2009) found that couples who participated in PCOMS had
significantly lower separation and/or divorce rates and reportedly better outcomes on the
Locke-Wallace Marital Adjustment Test than couples who had not participated in the
feedback condition. Furthermore, at a 6-month follow-up, the positive outcomes were
shown to have been maintained (Anker et al., 2009).
Another study examined the use of client feedback with PCOMS in a university
counseling center. The results showed that client feedback produced significant
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treatment gain, even when the PCOMS feedback measures were divided into three
separate conditions: feedback about progress, about the therapeutic relationship, and
both. Significant findings revealed that any client feedback is better than no feedback;
which suggested that it may not be necessary to implement all of the PCOMS measures
to see the impact (Mikeal, Gillaspy, Scoles, & Murphy, 2016).
Kellybrew-Miller (2017) examined the use of client feedback with PCOMS
within a community mental health setting. In this study, the ORS served as part of the
intervention as well as the dependent measure. The Schwartz Outcomes Scale-10 (SOS10) was also used to assess treatment gains. Significant treatment gains were found for
clients in the feedback condition as measured by the ORS but not the SOS-10.
Then finally, a PCOMS study was conducted in a school setting to assess the
effects of systematic client feedback with school counselors and children. This study was
perhaps most relevant to the current study as it was focused on children exclusively. In
this study, positive treatment outcomes were noted on the Strengths and Difficulties
Questionnaire (SDQ), and results were found to be consistent with the treatment gains
that were noted by parents and teachers on the PCOMS measures (Cooper, Stewart,
Sparks, & Bunting, 2013). Taken together, the positive results demonstrated in each of
these aforementioned studies advocate for the use of systematic client feedback to
improve treatment outcomes in various treatment settings.
It is due to promising results such as these now coupled with the push from The
Joint Commission to monitor outcomes as a quality improvement strategy, that providers
will soon have no choice but to move toward the implementation of systemic client
feedback to document treatment outcomes (The Joint Commission, 2018). In fact, as

12

recently as January 1, 2018, all organizations that are accredited through the Joint
Commission are now required to measure treatment outcomes with standardized tools
and instruments in order to ensure treatment progress and quality of care (The Joint
Commission, 2018). Since the vast majority of research to date investigates the use of
PCOMS with adults, and primarily in university and community-based settings (e.g.,
Anker et al., 2009; Kellybrew-Miller, 2017; Reese et al., 2009; Schuman et al., 2014,
Sloan et al., 2015), the goal of the current research is to investigate the use of systematic
client feedback to strengthen youth mental health treatment in a private practice setting.
Current Research Questions and Hypotheses
As stated previously, the purpose of the proposed research was to conduct a
systematic investigation that explored whether the use of client feedback measures
(PCOMS) enhanced the mental health treatment of youth in private practice settings. The
following research questions and hypotheses were proposed in order to guide the
investigation.
1) Does the use of on-going client-feedback measures enhance youth and/or parents’
perception of symptom improvement (Is symptom reduction enhanced by
implementing PCOMS) compared to clients who participate in TAU?
It was hypothesized that clients who participated in the Client Feedback condition would
have greater symptom reduction as measured by scores on the PSC than those clients who
participated in TAU.
2) If yes, how much of the variance was attributed to the use of client feedback?
And, did clinician related variables (e.g., years of experience) moderate the
relationship between feedback and symptom improvement?
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It was hypothesized that a significant amount of variance would be attributed to the use
of client feedback measures, and that clinician level differences, such as years of
experience providing counseling services, would be found to moderate the relationship
between client feedback and symptom improvement.
3) What impact do the use of client-feedback outcome measures have on service
retention?
It was hypothesized that the average number of sessions participated in will be
higher for the participants in the Client Feedback condition than participants who
received TAU.
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CHAPTER 2
METHOD
Design
The current study is a RCT between-subjects research design. Clients were
distributed into equivalent groups through random assignment into either the Client
Feedback condition or the control condition (TAU). The dependent variables and
primary outcome measures were the overall scores on the Pediatric Symptom Checklist
(PSC and/or PSC-Y). The PSC and PSC-Y (Jellinek & Murphy, 1988) are reliable and
valid measures of treatment outcome and reviewed in greater detail below. Outcome was
also measured by the number of sessions participated in by each client. The study was
approved by the Institutional Review Board and was determined to not qualify as humansubjects research. Refer to Appendix F to review a copy of the IRB approval letter.
Measures
Two main sets of measures were used during the current study. The first set of
measures included the Pediatric Symptom Checklist (PSC) and the Pediatric Symptom
Checklist Youth version (PSC-Y). The next set of measures that were utilized were
gleaned from the PCOMS system. The specific measures that were utilized within this
system include the Outcome Rating Scale (ORS) and the Session Rating Scale (SRS).
Pediatric symptom checklist (PSC). The PSC measures were used as an
outcome measure. The PSC and the PSC-Y (Jellinek & Murphy, 1988) are each 35-item
measures that are used as psychosocial screening tools designed to facilitate the
15

recognition of cognitive, emotional, and behavioral problems. These questionnaires are
typically completed within 5-10 minutes. The PSC-Y should be completed by youth who
are ages 11 and older. The respondents are asked to rate each item as “Never (0),”
“Sometimes (1),” or “Often (2).” The total score is calculated by adding together the
score for each of the 35 items, with possible scores ranging from 0-70. Items that are left
blank are considered scores of zero. The PSC is deemed invalid if four or more items are
blank. However, items 5, 6, 17, and 18 should not be counted for children who are age 3
to 5 years old, as these items focus on school-related issues. In such cases, the total score
is computed based on the remaining 31 items.
A score of 24 or higher may suggest the presence of significant behavioral or
emotional problems for a children ages three to five years old. A score of 28 or higher is
the cutoff score for children ages six through 16 years old. A cutoff score of 30 is
recommended on the PSC-Y version. In order to screen for specific mental health
concerns, the PSC also produces subscale scores for internalizing, conduct, and attention
problems by calculating totals of specific items. Children with scores of 7 or higher on
the Attention Problems Subscale (5 items) usually have significant impairments in
attention. Children with scores of 5 or higher on the Internalizing Problems Subscale (5
items) usually have significant impairments related to anxiety and/or depression.
Children with scores of 7 or higher on the Externalizing Problems Subscale (7 items)
usually have significant problems with conduct.
High rates of validity have been reported on both the PSC and PSC-Y (Jellinek et
al., 1988). Test-re-test reliability range from r = .84 - .91 (Jellinek et al., 1988; Murphy,
Reede, Jellinek, & Bishop, 1992). Inter-item analyses have found strong internal
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consistency of the PSC items (Cronbach alpha = .91), and significant correlations
between PSC items and positive PSC screening scores (Murphy & Jellinek, 1988;
Murphy et al., 1996).
Outcome rating scale (ORS). The ORS (Miller & Duncan, 2004) is a brief scale
consisting of only 4-items that are measured on a scale of 10 centimeters (cm). The ORS
items target three areas of client functioning including, individually (personal wellbeing), interpersonally (family, close relationships), and socially (work, school,
friendships). The fourth rating item asks the client to make a global assessment of daily
functioning. The ORS is scored by summing the marks made by the client measured to
the nearest millimeter on each of the four lines. Scores range from 0 to 40. There is a
clinical cutoff score of 25 which indicates distress or need for help (Miller, Duncan,
Sorrell, & Brown, 2005). The average estimate of reliability for ORS scores was .85
across seven studies (Mikeal et al., 2016). There is moderate concurrent validity with the
OQ-45 (r = .59), and the ORS has demonstrated sensitivity to detect change in clinical
populations (Duncan & Reese, 2015; Gillapsy & Murphy, 2011).
Child outcome rating scale (CORS). The CORS was developed to assess the
overall effectiveness of clinical services from youth and parents directly (Duncan et al.,
2006). The CORS is also a brief scale consisting of only 4-items that are measured on a
scale of 10 cm. The CORS items target three areas of client functioning including,
individually (Me – How am I doing?), interpersonally (Family – How are things in my
family?), and socially (School – How am I doing in school?). The fourth rating item asks
the client to make a global assessment of daily functioning (Everything – How is
everything going?). The CORS is scored by summing the marks made by the client
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measured to the nearest millimeter on each of the four lines. Scores range from 0 to 40.
The CORS is to be administered to youth ages 6 to 12, and their caretakers. The CORS
demonstrated strong reliability with a Cronbach’s alpha estimate of .84 (.93 for
adolescents using the ORS) (Duncan et al., 2006). There is moderate concurrent validity
with the Youth Outcomes Questionnaire (YOQ), with a .61 Pearson produce moment
correlation (Duncan et al., 2006).
Session rating scale (SRS). The SRS (Miller & Duncan, 2004) is a brief scale
consisting of only 4-items that are measured on a scale of 10 cm. The SRS aims to assess
factors related to the therapy dynamics including the relationship between the client and
the therapist, consensus about goals and topics, consensus about the treatment approach
and method, and just as with the ORS, the last item asks the client to provide a global
assessment of the treatment session. The SRS is scored by summing the marks made by
the client measured to the nearest millimeter on each of the four lines. SRS scores range
from 0 to 40 with scores below 36 indicating potential concerns with the alliance. SRS
scores have demonstrated good reliability (avg. Cronbach’s alpha = .88; Luborsky et al.,
1996) and moderate concurrent validity with the Helping Alliance Questionnaire (r = .48;
Hatcher & Gillaspy, 2006) and the Working Alliance Inventory – Short Revised (r = .57
to .65; Reese et al., 2013). Mikael and colleagues (2016) found internal consistency
estimates of .91 at intake and .96 at the final session.
Child session rating scale (CSRS). Just as with the SRS, the CSRS is a brief
scale consisting of only 4-items that are measured on a scale of 10 cm (Duncan et al.,
2006). The CSRS also aims to assess factors related to the therapy dynamics including
the relationship between the client and the therapist (listening), consensus about goals
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and topics (how important), consensus about the treatment approach and method (what
we did), and just as with the CORS/ORS, the last item asks the client to provide a global
assessment of the treatment session (overall). The CSRS is scored by summing the marks
made by the client measured to the nearest millimeter on each of the four lines. CSRS
scores range from 0 to 40 with scores below 36 indicating potential concerns with the
alliance. The CSRS is to be administered to youth ages 6 to 12, and their caretakers.
Adolescents who are 13 to 17 years old should be administered the SRS.
Participants
In order to identify the target number of participants, an a priori power analysis
was conducted to estimate the sample size needed to detect significant differences
between the treatment and TAU groups. Based on a moderate effect size (d=0.54)
(Duncan & Reese, 2015), 80% power, and an alpha level set at 0.05, a sample size of 110
was found to be sufficient using the G*Power software (Faul, Erdfelder, Lang, & Buhner,
2007). Based on these findings, at least 55 participants were recommended to be
randomly assigned to each group.
Participants and descriptive data. Separate recruitment strategies were not
necessary for the current study as participants were enrolled in the study upon admission
for clinical services. Formal consent was not provided by the clients and caregivers as
the data was collected by office staff, de-identified, and used for the purpose of
improving the quality of standard clinical services. A total of 108 participants were
included in the current study. Participants included children and adolescents between the
ages of six and 17 (M = 12.14, SD =3.17) who were enrolled in services at a local rural
private practice in South Carolina. Approximately 47% of the participants were male and
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53% were female. The majority of the participants were white (73%). Approximately
17% were Black, 6% Hispanic, and another 4% identified their race as falling within the
Other category on the office intake paperwork. Socioeconomic status was measured by
the highest level of education completed by one or both parents in a household. In the
current study, approximately 14% of the participants had a parent(s) with some high
school education or less. Twenty percent had a high school diploma or the equivalent.
The majority, at 33% reported that one or both parents had completed some college or
earned an Associate’s degree. Approximately 17% had earned a Bachelor’s degree, and
only 8% indicated that one or both of the parents within the household had earned a
Master’s degree or higher. Approximately 8% of the participants declined to provide an
answer. A little more than half the participants reported having no prior experience with
counseling (59%); whereas 35% indicated having prior experience, and 6% declined to
answer. All presenting conditions and diagnoses were included. Participants were
randomly assigned to the Feedback condition (54%) and the TAU condition (46%).
Clinicians. Clients were seen by a total of five clinicians. Each clinician provided
services to clients assigned to both the treatment and control conditions. All therapists
have master-level training in Psychology or a related field (i.e., counseling, social work,
etc.) and basic training in CBT. Three of the therapists are fully licensed as Licensed
Professional Counselors (LPC) and two are preliminarily credentialed as Licensed
Professional Counselor Interns (LPCI), and were under direct supervision of a fully
licensed clinician. All therapists are female (100%). The age of the therapists ranged
from 23 to 62 years. Years of experience ranged from one to 17 years. Formal consent
was not provided by the clinicians since they continued to provide standard clinical
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services while they participated in the study. Descriptive statistics for all demographic
variables of participating youth were included in Table 2.1.
Procedure
Prior to beginning data collection, a staff meeting was hosted during which the
clinicians were introduced to the study and materials. Staff were equipped with the
ORS/CORS and SRS/CSRS measures, as well as training materials and scripts necessary
for effective and routine implementation of the ORS/CORS and SRS/CSRS measures in
their sessions with participating clients. A separate staff meeting was held to allow for
the clinicians to have ample time to review and role-play the intervention strategies via
the clinician protocol document. Approximately, three months later, an additional
meeting was help to solicit staff feedback regarding the intervention implementation, any
general impressions they had about the study and data collection, as well as any troubleshooting. Please refer to copies of the measures, training materials, and the integrity
checklist in the appendix section for further review.
Data collection. Data collection commenced August 2017 and spanned the
duration of the 2017-2018 academic year, approximately 9-months. Upon arrival to new
intake appointment, each new client was randomly assigned via coin flip to either the
Client Feedback condition or the TAU condition. The office administrative assistant
managed random assignment and initial paperwork. All clients, regardless of condition,
were given packets with several forms including informed consent and HIPAA
information compliance forms, client demographic and insurance information forms,
overview of emergency procedures, and the PSC (PSC-Y was also provided for youth age
11 and older)).
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Clients who were assigned to participate in the Client Feedback condition were
given the same materials as those participants who were randomly assigned to the TAU
condition. Additionally, they also received the ORS/CORS forms from the administrative
assistant at check-in for their initial appointment. However, this process was altered
slightly about three months into data collection due to clinician concerns regarding time
constraints. Clinicians shared concerns regarding their inability to get through all of the
required paperwork during the 60-minute intake session. As a result, starting in
November 2017, all new clients that were randomly assigned to the treatment condition
were given the ORS and SRS forms at the second session to allow for ample time to
introduce the feedback measures. The ORS and CORS forms were used to assess the
client’s initial report of self-perceived progress prior to the start of their initial therapy
session. Youth age six to 12 years old were asked to complete the CORS, whereas youth
age 13 and older were asked to complete the ORS. Parents, if present during the session,
were requested to complete the ORS form as well.
The clients who were assigned the Feedback condition also completed the SRS
measure at the end of the initial session to rate how they felt the first session went. Just as
with the ORS, youth and parents (if present during session) were asked to provide selfreported feedback. Youth completed either the CSRS (ages 6 to 12) or the SRS (13 to
17). Parents were asked to complete the SRS form as well.
At the end of each session, clients in the Feedback condition were engaged in a
discussion of their ratings on both the ORS/CORS and SRS/CSRS prior to departure to
ensure that the clinician and client were on the same page and that the client felt as
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though their needs were addressed. The ORS/CORS and SRS/CSRS measures were
completed as such before and after each subsequent session as treatment progressed.
Since the PSC measure is already implemented at the current site as a routine
assessment measure of treatment progress, no changes were made for the current study.
Currently, the PSC measure was administered at intake while the patient and family are
completing the initial paperwork, and again every 90 days while conducting progress
reviews, and then again at case closure. When clients were no longer attending services,
yet the PSC outcome data was still needed, attempts were made to collect this data
through the mail. Clients were sent a case closure letter, the PSC measure, and a selfaddressed and stamped envelope to return the completed measure. Follow-up calls were
made to those who had measures sent to their home address, and in two separate cases,
the follow-up PSC was collected over the phone.
Intervention Integrity. Intervention Integrity was ensured through the following
methods. First, clinicians were provided with sample scripts to increase standardization
of the use of measures and the rationale for using the measures in treatment. Second, a
checklist (see Appendix D) was used to monitor clinician adherence to the administration
of the outcome measures. The integrity checklist was included in each session packet. To
complete the checklist, clinicians were asked to place a check next to each item that
indicated whether they had administered the ORS/CORS and SRS/CSRS prior to and
after each session. Third, the researcher regularly communicated with staff to encourage
the importance of adhering to clinician protocol and standardization of intervention as
intended, and to be available to help answer any questions or concerns they may have had
regarding the research project. Following the completion of data collection, the
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researcher reviewed paper-based and electronic records to confirm with documentation
that the PCOMS intervention was implemented with fidelity.
Retention. In order to assess the impact of using ongoing feedback measures on
treatment retention, the total number of sessions was counted and recorded for each
client. Clients were required to have participated in a minimum of three treatment
sessions in order to be included in the current analyses. Final retention data was pulled
from the office Electronic Health Record system.
Data Analysis
Preliminary analyses. First, preliminary analyses were performed to estimate
sample size for power as well as to obtain descriptive statistics on all study variables.
G*power software was utilized to estimate sample power. Descriptive statistics, intercorrelations, as well as all other analyses were conducted using SPSS version 25. Please
refer to the Participants subsection of the method section above for review of the results
of the power analysis. Preliminary analyses included descriptive statistics, a summary of
data collected regarding implementation fidelity, and inter-correlations for all study
variables.
Operationalization of dependent and independent variables. Several variables
of interest were included in the primary analyses. These variables included treatment
outcome, retention, condition, prior experience, clinician experience, and licensure status.
The dependent variables included treatment outcome and retention. Condition, prior
experience, clinician experience, and licensure status were independent variables.
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Treatment outcome was operationalized as the average scores obtained on the
PSC and PSC-Y measures. Retention was operationalized by the average number of
sessions that clients participated in during treatment.
Condition indicated whether clients were assigned to either the Client Feedback
condition or TAU. In the feedback condition, participants completed and reviewed
PCOMS materials with their respective clinicians whereas they did not in the TAU
condition. The client feedback condition was coded as “1” and a “0” was assigned to the
TAU condition.
Previous experience was operationalized by the clients’ response to a yes or no
question on their intake paperwork that was completed prior to their clinical assessment.
Clients were asked to indicate whether they had any prior experience with counseling by
checking either “yes” or “no,” respectively.
Clinician experience was operationalized as the total years of experience that each
clinician had worked as a mental health counselor. Licensure status indicated whether or
not the clinicians possessed a current professional license to practice independently. The
licensure variable was coded as either “1” or “0” which represented “licensed” or “not
licensed.”
Two additional variables of interest were included in additional analyses.
Clinician was a nominal independent variable that represented the five clinicians that
participated in the study. The variable had five levels, with each clinician represented by
a separate identification number, (1, 2, 3, etc.). Fidelity was an independent variable that
was created to compare the differences in treatment outcome between clinicians who had
high integrity checklist completion rates versus those who had lower fidelity checklist
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completion rates. The three clinicians (clinician 1, 4, and 5) who had higher completion
rates were collapsed into the code “1” and the two (clinician 2 and 3) with lower
completion rates were collapsed into the code “0” for the purpose of the follow-up
analyses.
Primary analyses. Five major analyses were conducted to address the research
questions. Participants who had not yet completed a follow-up PSC and/or PSC-Y by the
end of the academic year (May 10, 2018) were not included in the first four primary
analyses as they were missing data that served as the dependent variable in the analyses.
All participants (N = 108) were included in the final analysis as data regarding the total
number of sessions participated in was collected for each participant. The results of the
following analyses are reported in the next chapter.
Research question 1. A mixed model repeated measures ANOVA was conducted
to assess the first research question and primary aim. The mixed model was selected in
order to compare average scores on the PSC and PSC-Y measures for those clients and
parents who were exposed to the PCOMS measures with those who were not, from initial
intake assessment to 90-day follow-up. Two separate mixed model repeated measures
ANOVA were conducted to assess each of the dependent variables. That is, one model
for the PSC measure and another for the PSC-Y measure. It was expected that clients and
parents who participated in the Client Feedback condition would have greater symptom
reduction as measured by scores on the PSC or PSC-Y than those clients who participated
in TAU.
Research question 2. Since there were significant between group differences for
the PSC and not the PSC-Y, the second research question focused on exploring the
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variance and potential moderation effects for only the PSC. First, assumptions were
checked using SPSS version 25 to determine whether the data violated any of the eight
assumptions of multiple regression. Next, a hierarchical multiple regression analysis was
run to examine how much variance in treatment outcome (as defined by average scores
on the PSC measure at follow-up) was accounted for by condition (i.e., feedback vs.
TAU), and clinician related variables (years of experience and licensure status), after
controlling for the effects of the clients’ prior therapy experience. Additional multiple
regression analyses were run to examine whether the clinicians’ years of experience
could have functioned as a moderator in the relationship between condition and treatment
outcome.
More specifically, to address the first part of the research question regarding how
much variance in treatment outcome was accounted for by condition, a hierarchical
multiple regression analysis was run that consisted of three separate blocks of variables.
Since previous counseling experience was found to be highly correlated with the outcome
variable (i.e. PSC), prior experience was entered into the model first to control for the
effect on treatment outcome in the first block. Condition was then entered into the
analysis next in the second block. Finally, clinician experience (i.e., total years of
experience working as a clinician) and licensure status (i.e., whether or not the clinician
is a licensed professional) variables were entered as a third block to determine how much
unique variance in treatment outcome was accounted for by the clinician related variables
above and beyond that which was already attributed to the covariate and condition
variables.
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Next, to determine whether clinician experience moderated the relationship
between condition and treatment outcome as measured by the PSC, additional regression
analyses were run to address the second part of the research question. First, a multiple
regression analysis was run with condition and clinician experience as independent
variables and PSC as the dependent variable. The overall model was examined as well as
the breakdown of individual coefficients to assess for possible moderating effects. Once
it was determined that collinearity was not the reason for the insignificant regression
coefficients, it was decided that further exploration of potential moderating effects was
necessary.
To conduct the moderation analysis, first the predictor variables were
standardized and an interaction term was calculated to create a new moderator variable.
The moderator variable was then added to the regression model to assess whether
clinician experience moderated the relationship between condition and treatment
outcome.
It was hypothesized that a significant amount of variance was attributed to the use
of client feedback measures. It was also expected that clinician level differences (e.g.,
years of counseling experience) would be found to moderate the relationship between
client feedback and symptom improvement.
Research question 3. In order to assess the impact that using the PCOMS
measures has on service retention, session tracking data was examined using an
independent samples t-test. It was expected that there would be a significant difference
between the number of sessions that were participated in by the clients in the Feedback
treatment condition than those clients who received TAU. Since total session numbers
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were tracked for each client enrolled in the study, all 108 participants were included in
the analysis.
Additional analyses. Additional analyses were conducted to explore potential
differences in treatment outcome between clinicians who had completed more of the
integrity checklists versus those who had completed less. Two separate between-subjects
ANOVAs were conducted to compare average scores on the PSC and PSC-Y measures
for those clients and caregivers who were exposed to the PCOMS measures with those
who were not, and to see if there was a difference between clinicians. Post-hoc Tukey
tests were run for both the PSC and PSC-Y to examine the differences in treatment
outcome between individual clinicians. Independent t-tests were conducted to compare
mean differences in treatment outcome between those clinicians who had high
completion versus those clinicians who had low completion. Two separate independent
t-tests were conducted, one for the PSC and one for the PSC-Y
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Table 2.1
Summary of Descriptive Statistics of Participating Youth (N = 108)
________________________________________________________________________
Variable
n
Age
Mean
SD

12.14
3.17

Gender (%)
Male
Female

47.2
52.8

51
57

73.1
16.7
6.5
3.7

79
18
7
4

13.9
20.4
32.4
16.7
8.3
8.3

15
22
35
18
9
9

35.2
59.3
5.6

38
64
6

46.3
53.7

50
58

Race (%)
White
Black
Hispanic
Other
Socioeconomic Status (%)
Some HS or less
High School/GED
Some College/Associate’s
Bachelor’s
Master’s or higher
Declined to Answer
Prior Experience (%)
Yes
No
Declined to Answer
Condition (Frequency, %)
Treatment as Usual
Client Feedback
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CHAPTER 3
RESULTS
The current chapter has four main sections. First, results of the preliminary
analyses including descriptive statistics for the dependent variables are presented. Next,
inter-correlations are presented to examine relationships among variables, followed by
the results of the fidelity checks. The results of the primary analyses were presented next
to address the current research questions and hypotheses. Lastly, follow-up analyses were
conducted to explore potential fidelity concerns between clinicians.
Preliminary Analyses
Descriptive statistics. The means and standard deviations of all dependent
variables including the PSC and PSC-Y measures, as well as the total number of sessions
participated in for each condition are reported in Table 3.1. A preliminary between
groups analysis indicated that there were no significant differences between the Feedback
and TAU conditions for the PSC (t (58) = -0.40, p > .05), nor the PSC-Y (t (33) = -0.30, p
> .05) at baseline.
At intake, mean scores in the Feedback condition were 26.82 (SD = 9.67) for the
PSC, and 31.00 (SD = 10.14) for the PSC-Y. In the TAU condition, the mean intake
scores were 25.81 (SD = 9.95) for the PSC, and 29.79 (SD = 13.90) for the PSC-Y. At
follow-up, the feedback group had a mean score of follow-up mean score was 20.61 (SD
= 8.45) and 22.14 (SD = 9.19) for the PSC and PSC-Y, respectively. The TAU condition
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had a follow-up mean PSC score of 25.46 (SD = 11.08) and a mean PSC-Y score of
24.29 (SD = 13.06).
The mean number of sessions that were participated in by the clients assigned to
the Feedback condition (n = 394) was 6.79 (SD = 3.76), and 8.26 (SD = 5.01) for the
participants assigned to the TAU condition (n = 413). Approximately 16% of the clients
participated in only three treatment sessions, 16% in four sessions, another 12% in five,
11% in 6 sessions, and the remaining 45% participated in 7 or more sessions.
Inter-correlations. Inter-correlations for the variables are presented in Table 3.2.
Correlations were examined to assess collinearity and to help determine whether any
demographic variables needed to be entered into later analyses as covariates. Most of the
variables were not observed to be correlated, and when they were, it was usually only
slightly. However, prior therapy experience (i.e., whether clients had previous
experience with counseling) was found to be significantly correlated, albeit, only
moderately so, with the outcome variable, PSC at intake and follow-up (r = .35, p <.01).
Implementation integrity. A thorough review of all completed PCOMS
materials revealed that all feedback measures were administered, scored, and graphed for
all clients, session-by-session, who participated to the feedback condition. Approximately
86% (n = 339) of the integrity checklists were completed during the course of the study.
All completed checklists verified that clinicians had fully implemented the intervention
during each session. The remaining checklists were either missing or incomplete. A
closer review of the missing integrity checklist data revealed that Clinician 3 accounted
for 60% (n = 33), Clinician 2 accounted for 30% (n = 17), and Clinician 4 accounted for
10% (n = 5) of the missing integrity checklist data. The potential impact of this data was
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examined in further detail (see results presented under additional analyses) to explore
treatment outcome differences between clinicians, and specifically, between the
clinicians who had completed more versus less of the integrity checklists.
Primary Analyses
Three major analyses were conducted in order to address the research questions.
The results of these analyses are reported sequentially by research question below.
First research question. Symptom improvement (symptoms reported on the PSC
and PSC-Y forms) of clients enrolled in services in either the TAU or the Client
Feedback condition was measured at intake and follow-up. It was generally expected that
participants’ scores on the PSC and PSC-Y would decrease with participation in
treatment, regardless of condition. However, as utilization of ongoing client feedback
measures during treatment was expected to improve client outcomes, it was anticipated
that participants who participated in the Feedback condition would have even lower PSC
and PSC-Y ratings at follow-up than those participants who received services in the TAU
condition. To address this hypothesis, a 2x2 mixed repeated measures ANOVA with
condition (feedback versus TAU) as an independent or between-subjects factor and the
completion of the PSC and PSC-Y measures at intake and follow-up (time) as the withinsubjects factor was run for both the PSC and the PSC-Y.
PSC results. For the PSC, a significant main effect for time (PSC results at intake
versus follow-up) was found (F (1, 55) = 7.39, p < .01), as well as a significant
interaction between time and condition (F (1, 55) = 5.48, p < .05). The main effect for
condition was not found to be significant (F (1, 55) = 0.73, p > .05). In the Feedback
condition, clients went from an average score of 26.81 at intake to a 20.61 at follow-up,
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whereas participants in the TAU condition improved from an average of 25.92 at intake
to a 25.46 at follow-up. The results are presented in Table 3.3.
To investigate the significant interaction, four follow-up t-tests were conducted. A
Bonferroni correction was applied in order to adjust for the multiple comparisons and
reduce the chance of making a Type-I error. There were no significant differences
detected between the TAU and Feedback conditions at intake, t (58) = -0.40, p >.01, nor
at follow-up, t (55) = 1.87, p >.01. There was also no significant difference between
intake and follow-up for the participants in the TAU condition, t (25) = .23, p >.01.
Although, a significant difference between intake and follow-up was detected for the
participants in the feedback condition, t (30) = 4.11, p <.01. Using a Cohen’s d to
calculate effect size, a medium to large effect was found (d = 0.67). Please refer to Figure
3.1 for a visual representation of the results.
PSC-Y results. Consistent with the results of the PSC, time, or the difference in
PSC-Y scores from the time of intake to follow-up, was found to be a significant main
effect (F (1, 29) = 11.99, p < .01). However, unlike the results for the PSC, neither the
main effect for condition (F (1, 29) = 0.18, p >.05) nor the interaction of time and
condition (F (1, 29) = .003, p > .05) was found to be significant. Similar to the PSC
findings, these results demonstrated that client symptoms as reported on the PSC-Y, were
significantly reduced from intake to follow-up regardless of condition. However, in
contrast to the PSC, there were no statistically significant differences in improvement
between those who received services in the Feedback condition from those who
participated in the TAU condition. The results are presented in Table 3.4. Please refer to
Figure 3.2 for a visual representation of these results.
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Second research question. The second research question was addressed in
several separate analyses. First, a hierarchical regression analysis was conducted to
determine how much unique variance in treatment outcome, as measured by the PSC,
was accounted for by participation in the client feedback condition. The analysis
included three stages or blocks of variables: (1) previous therapy experience entered first
as a covariate, (2) condition entered second (TAU versus Feedback), and (3) the clinician
related predictor variables, clinician experience and licensure status entered last, as a set
of predictors.
The results of the first analysis indicated that there was indeed a significant
amount of variance in therapeutic outcome (as reported on follow-up PSC scores)
explained by prior therapy experience (i.e., whether or not clients had reported having
participated in counseling experiences before) (R2 = 0.12, F (1, 55) = 7.62, p <.05) and
condition (R2 = 0.15, ΔR2 = .03, F (2, 54) = 4.65, p <.05). Previous therapy experience
was found to account for approximately 12% of the variance in treatment outcome.
Condition was found to account for an additional 3% more of the variance in treatment
outcome beyond what was already attributed to the clients’ previous experience with
therapy. The clinician related variables were not found to have accounted for a
significant amount of variance in treatment outcome (R2 = 0.15, ΔR2 = .01, F (4, 52) =
2.33, p >.05). Taken together, clinician experience and licensure status only accounted
for an additional 1% of the variance in treatment outcome. These results are displayed in
Table 3.5.
Next, in order to address the second part of the research question, another
multiple regression analysis was conducted to assess whether the clinician related
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variable clinician experience, moderated the relationship between condition and treatment
outcome, as measured by the PSC. Prior therapy experience was entered into the model
first as a covariate, followed by the condition and clinician experience variables second.
The results demonstrated that when controlling for the effects of clients with previous
therapy experience, there was a significant relationship between treatment outcome and
the predictor variables condition and clinician experience (R2 = 0.39, ΔR2 = .03, F (3, 53)
= 3.14, p <.05). Since neither the condition (β = -3.16) nor clinician experience (β =
0.15) regression coefficients were found to be significant, and neither were highly
correlated, it was determined that further analysis was needed to explore whether
clinician experience moderated the relationship between condition and treatment outcome
as measured by the PSC.
The moderator analysis revealed that clinician experience did not appear to
moderate the relationship between condition and treatment outcome. With the new
moderator variable (i.e., interaction of the standardized condition and experience)
included in the model, the overall model actually lost significance (R2 = 0.39, ΔR2 = .03,
F (4, 52) = 2.31, p >.05), and the individual regression coefficients for condition (β = 3.15) and clinician experience (β = 0.14) changed only slightly. These results are
displayed in Table 3.6.
Third research question. Lastly, in order to assess the impact that using the
PCOMS measures has on service retention, session tracking data was examined using an
independent samples t-test. It was expected that the average number of sessions
participated in would be higher for the participants in the Client Feedback condition than
participants who received TAU. The results indicated that the clients who participated in
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the TAU (M = 8.26) participated in more sessions on average than those participants who
received services in the Client Feedback condition (M = 6.79), however, there was not a
significant difference between the two conditions, t (106) = 1.73, p > .05. These results
are displayed in Table 3.7.
Additional analyses. Several exploratory follow-up analyses were conducted to
examine potential clinician differences in treatment outcome, as measured by the PSC
and PSC-Y. Treatment data, including the number of clients seen by each clinician and
the total number of sessions for each clinician was also examined by treatment condition.
This data was reported in Table 3.8. Two additional analyses were conducted to explore
whether the difference in clinician completion rates of the integrity checklists impacted
treatment outcome.
The results of the first analysis compared the average scores on the PSC at followup between condition and clinician. This analysis did not produce significant results.
Neither of the main effects for condition (F (1, 47) = 2.19, p > .05) and clinician (F (4,
47) = 0.17, p > .05), nor the interaction of the two (F (4, 47) = 1.36, p > .05) were found
to be significant. These results are displayed in Table 3.9. Furthermore, post-hoc Tukey
test results further demonstrated that there were no significant differences in treatment
outcome between individual clinicians.
The results of the second analysis compared the average scores on the PSC-Y at
follow-up between condition and clinician. Just as was found with the PSC, neither of
the main effects of condition (F (1, 26) = 0.40, p > .05) and clinician (F (4, 26) = 0.66, p
> .05), nor the interaction of the two (F (4, 26) = 0.09, p > .05) were found to be
significant for the PSC-Y. These results are also displayed in Table 3.9. Again, just as
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with the PSC, the post-hoc Tukey tests showed that the clinicians’ scores did not differ
significantly from one another.
Lastly, to further explore the potential effects of low integrity checklist
completion rates on treatment outcome (PSC and PSC-Y), two more independent samples
t-tests were run to explore the difference between clinicians who implemented the
PCOMS materials consistently with those who did not, in both the feedback and TAU
conditions. Before these analyses were conducted, a new variable entitled fidelity was
created in order to compare clinicians that were grouped together by completion rate, that
is, high completion versus low completion. Refer to Chapter 2 for more details on how
this variable was operationalized.
The results of the analysis showed that there was a significant difference in
treatment outcome, as reported on the PSC, between clinicians who completed more
fidelity checklists compared to those who completed less within the Feedback condition
(t (29) = 2.53, p < .05) but not within the TAU condition (t (24) = -0.97, p > 05). Within
the Feedback condition, clinicians with high rates had a mean of 17.61 (SD = 6.72),
whereas clinicians with low rates had a mean of 24.77(SD = 9.08). In the TAU condition,
clinicians with high rates had a mean of 27.13 (SD = 11.09) and those with low rates had
a mean of 22.80 (SD = 11.09). These results are displayed in Table 3.10.
The results of the second analysis showed that there were not significant
differences in treatment outcome, as reported on the PSC-Y, between high and low rates
of fidelity checklist completion within the Feedback condition (t (20) = 1.15, p > .05) nor
the TAU condition (t (12) = 0.96, p > .05). Within the Feedback condition, the clinicians
with the high fidelity checklist completion rates had a mean of 19.91 (SD = 7.91) and
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clinicians with the low fidelity checklist completion rates had a mean of 24.36 (SD =
10.19). Within the TAU condition, clinicians with high fidelity checklist completion
rates had a mean of 21.78 (SD = 10.17), and clinicians with low fidelity checklist
completion rates had a mean of 28.80 (SD = 17.54). These results are also in Table 3.10.
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Table 3.1
Summary of Descriptive Statistics of Dependent Variables
________________________________________________________________________
Variable
n
M
SD
Treatment as Usual Condition
Intake
Pediatric Symptom Checklist (PSC)
Pediatric Symptom Checklist (PSC-Y)

48
26

25.81
29.79

9.95
13.90

27
15

22.81
23.03

9.86
10.58

413

8.26

5.01

58
41

25.79
26.81

10.15
11.63

31
22

22.81
23.03

9.86
10.58

394

6.79

3.76

Follow-up
Pediatric Symptom Checklist (PSC)
Pediatric Symptom Checklist (PSC-Y)
Number of Sessions
Feedback Condition
Intake
Pediatric Symptom Checklist (PSC)
Pediatric Symptom Checklist (PSC-Y)
Follow-up
Pediatric Symptom Checklist (PSC)
Pediatric Symptom Checklist (PSC-Y)
Number of Sessions

Note. Number included under n heading corresponds to the total number of completed measures at intake
and/or follow-up for clients in the two conditions. Not all 108 clients had both PSC and PSC-Y measures
completed at intake and follow-up. For the number of sessions variable, n is the total number of sessions
that were completed for each treatment condition.
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Table 3.2
Summary of Inter-Correlations among Demographic and Outcome Variables (N = 108)
________________________________________________________________________
Variable
1
2
3
4
5
6
7
8
9
10
Clinician

1.00

-.18* -.16*

-.03

-.06

-.05

.06

-.001

-.004

.14

Condition

-.18*

1.00

.15

-.03

.01

-.02

-.13

-.24

-.10

-.06

Age

-.16*

.15

1.00

.12

.24**

.01

.12

-.13

-.09

.05

Gender

-.03

-.03

.12

1.00

.02

-.004

.09

-.12

.25

-.03

Race

-.06

.01

.24**

.02

1.00

.19*

.09

-.15

-.09

-.07

SES

-.05

-.02

.01

-.004

.19*

1.00

.11

.006

.04

.03

PriorExp

.06

-.13

.12

.09

.09

.11

1.00

.35**

-.08

.05

PSC2

-.001

-.24

-.13

-.12

-.15

.006

.35**

1.00

.44*

.11

PSCY2

-.004

-.10

-.09

.25

-.09

.04

-.08

.44*

1.00.

.20

Sessnum

.14

-.06

.05

-.03

-.07

.03

.05

.42

.24

1.00

*p <.05, **p <.01
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Table 3.3
Summary of ANOVA Results for the Pediatric Symptom Checklist
________________________________________________________________________
SS
df
MS
F
Pediatric Symptom Checklist (PSC)
Time

313.14

1

313.14

7.39**

Condition

111.17

1

111.17

0.73

Time * Condition

232.30

1

232.30

5.48*

Error

2330.65

55

42.36

* p <.05 ** p <.01
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Table 3.4
Summary of ANOVA Results for the Pediatric Symptom Checklist - Youth Version
________________________________________________________________________
SS
df
MS
F
Pediatric Symptom Checklist – Youth Version (PSC-Y)
Time

478.60

1

478.60

11.99**

Condition

37.64

1

37.64

0.18

Time * Condition

0.13

1

0.13

0.003

Error

6178.29

29

213.05

**p <.01
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Table 3.5
Summary of Hierarchical Multiple Regression Analysis for Treatment Outcome Predicted
from Condition and Clinician
________________________________________________________________________
Variable
ß
R2
∆R2
∆F
Step 1 (covariate)
Prior Exp.

6.08

Prior Exp.

5.32

Condition

-3.26

Prior Exp.

5.41

Condition

-3.43

Clinician

-0.45

0.12

0.12

7.62**

0.15

0.03

1.59

0.15

0.004

0.25

Step 2

Step 3

Note. Treatment outcome is operationalized as reported scores on the Pediatric Symptom Checklist (PSC)
in the current analysis. * p <.05 ** p <.01
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Table 3.6
Summary of Treatment Outcome Predicted from Condition with Moderation Analysis
________________________________________________________________________
Variable
ß
R2
∆R2
F
Step 1
Prior Exp.

6.08

.12

.127

.62**

Prior Exp.
Condition
Experience

5.55
-3.16
-.15

.15

.03

3.14*

Prior Exp.
Condition
Experience
Condition x Experience

5.55
-3.15
0.14
-0.16

.15

.03

2.31

Step 2

Step 3

Note. Treatment outcome is operationalized as reported scores on the Pediatric Symptom Checklist (PSC)
in the current analysis. * p <.05 ** p <.01
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Table 3.7
Summary of Independent Samples T-Test Results for Retention (N = 108)
________________________________________________________________________
M
SD
df
t
Condition

106

Treatment as Usual

8.26

5.01

Client Feedback

6.79

3.76

1.73

Note. Retention is operationalized as number of sessions participated in throughout the duration of data
collection. * p <.05 ** p <.01
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Table 3.8
Summary of Treatment Data by Condition between Clinicians
________________________________________________________________________
Variable
Number of Clients
Number of Sessions
Treatment as Usual
Clinician 1

6

36

Clinician 2

5

28

Clinician 3

11

121

Clinician 4

6

24

Clinician 5

22

204

Clinician 1

11

75

Clinician 2

9

49

Clinician 3

16

131

Clinician 4

8

28

Clinician 5

14

111

Total

108

807

Feedback Condition
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Table 3.9
Summary of ANOVA Results for Clinician Differences in Treatment Outcome
________________________________________________________________________
Variable
SS
df
MS
F
Pediatric Symptom Checklist (PSC)
Condition

214.76

1

214.76

2.19

Clinician

67.86

4

16.96

0.95

Condition x Clinician

535.04

4

133.76

1.36

Pediatric Symptom Checklist – Youth Version (PSC-Y)
Condition

54.77

1

54.77

0.40

Clinician

363.74

4

90.93

0.66

Condition x Clinician

48.41

4

12.10

0.09

* p <.05 ** p <.01
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Table 3.10
Summary of Independent Samples T-Test Results for Treatment Outcome and Integrity
Checklist Completion Rate Differences
________________________________________________________________________
M
SD
df
t
Pediatric Symptom Checklist (PSC)
Treatment as Usual Condition
Low Completion Rate

22.80

11.10

High Completion Rate

27.13

11.09

Feedback Condition
Low Completion Rate

24.77

9.08

High Completion Rate

17.61

6.71

24

-0.97

29

2.53

________________________________________________________________________
Pediatric Symptom Checklist – Youth Version (PSC-Y)
Treatment as Usual Condition
Low Completion Rate

28.80

17.54

High Completion Rate

21.78

10.17

Feedback Condition
Low Completion Rate

24.36

10.19

High Completion Rate

19.91

7.91

12

0.96

20

1.15

Note. Current analyses correspond to the PSC and PSC-Y data collected at follow-up. Low completion rate
group included clinicians 2 and 3; high completion rate group included clinicians 1, 4, and 5. * p <.05 ** p
<.01
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Note. Estimated marginal means of ratings on the PSC is the mean of PSC, while adjusted for all of the
other variables in the model.

Figure 3.1 Estimated marginal means of treatment progress as measured by the PSC
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Note. Estimated marginal means of ratings on the PSC-Y is the mean of PSC-Y, while adjusted for all of
the other variables in the model.

Figure 3.2. Estimated marginal means of treatment progress as measured by PSC-Y
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CHAPTER 4
DISCUSSION
This fourth and final chapter has four main sections. The first section briefly
reviews the background of the current study. The second summarizes the findings for
each of the three research questions. The third section reviews potential limitations of the
current study and possible considerations for future research. Finally, broad conclusions
are presented with respect to the practical applications of research findings.
Background
This study aimed to build upon existing research by examining the use of routine
client feedback measures through implementation of PCOMS (Miller & Duncan, 2004),
but in a private practice setting, and exclusively with children and adolescents. The use
of formal client feedback is becoming more supported as increasingly more
documentation advocates for routine use (Brattland et al., 2018; Duncan et al., 2010;
Gillaspy & Murphy, 2011; Janse et al., 2017; Kellybrew-Miller, 2017; Lambert &
Shimokawa, 2011; Mikeal et al., 2016; Shuman et al., 2014; Sloan et al., 2015).
However, a common limitation of most of the current research on the use of client
feedback in general, and the PCOMS in particular, is that these studies have been mostly
conducted in university-based clinics and community-based settings, and primarily with
adult populations (e.g., Anker et al., 2009; Kellybrew-Miller, 2017; Mikeal et al., 2016;
Shuman et al., 2014; Sloan et al., 2015).
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Settings such as private practices may often be excluded due to the difficulty of
conducted research in busy, fee-for-service driven clinical settings, where neither the
clinicians nor the individuals involved in the administrative oversight are accustomed to
implementing and sustaining research studies. One of the main challenges in busy
clinical settings is time, and in particular, the lack thereof. Clinical practitioners
employed in such settings are often fraught with paperwork and other demands, and
oftentimes with tasks that are not easy to capture in billable hours. In fact, they may only
have minutes to spare in between each session to write notes, consult with colleagues,
review schedules, return phone calls, and address personal needs prior to their next
scheduled session. Considerations such as these make clinical research exceptionally
difficult in such settings. With these thoughts in mind, it is important to find efficient yet
effective ways to assess client progress to avoid adding unnecessary work to the
clinicians’ already substantial workload. PCOMS was knowingly established as a
clinical tool to be employed in routine clinical practice. Thus studying the effectiveness
of PCOMS in a private practice setting is a reasonable undertaking.
An integrity checklist was employed to encourage as well as document the correct
use of the PCOMS outcome measures. The PSC and PSC-Y were elected to measure
treatment outcomes for two reasons. First, the PSC is a well-established independent
outcome measure, and secondly, the PSC and PSC-Y were already being administered
routinely at intake and respective review periods at the current study site. These
considerations were taken to help ensure that as few as possible new measures were
introduced to the clinicians’ workload. Lastly, the participants in the current study were
children and adolescents ages six to 17 years old. Previous studies have not focused
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exclusively on the utilization of the PCOMS in treatment with youth and their families,
nor have they examined the use of these measures exclusively with youth in private
practice settings.
In line with previous studies that have utilized PCOMS (e.g., Anker et al., 2009;
Miller, Duncan, Brown, Sorrell, & Chalk, 2006; Reese et al., 2009; Kellybrew-Miller,
2017), a between-subjects, RCT design was elected in order to evaluate the effectiveness
of routine client feedback versus TAU. In the current study, participants were randomly
assigned to either the Feedback condition or TAU by the office administrator or
administrative assistant upon arrival for their initial intake assessment.
The independent variable was treatment condition. In the Client Feedback
condition, the ORS and SRS measures were administered, scored, and discussed during
each session, with the exception of the initial intake session. This was a modification that
was made to the methodology based on feedback provided by the clinicians,
approximately 3-months into the study. The clinicians reported that it was too difficult to
complete all intake paperwork, the diagnostic interview, as well as introduction and
implementation of the ORS and SRS measures with the client and/or caregivers, all
within a 60-minute window allotted to the first session. No changes were made to the
TAU condition, and apart from the treatment intervention that was implemented in the
client feedback condition (i.e., using the ORS and SRS measures), all other clinical
activities stayed consistent across participants.
The dependent variables included scores on the PSC and the PSC-Y. The PSC and
PSC-Y were selected as the most appropriate measures for the current study, as they were
already being implemented in general practice at the office to assess treatment outcomes.
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The PSC and PSC-Y measures were collected at intake, regardless of condition, and
again at follow-up to assess treatment progress. The number of sessions participated in by
each client was also tracked throughout the study, and served as a dependent variable in
order to explore client retention.
As treatment integrity is always a concern, that is, knowing whether the
intervention is carried out as intended, the current study aimed to address this potential
limitation by using a brief implementation integrity checklist. As mentioned previously,
previous PCOMS studies have attempted to employ mechanisms to help ensure
implementation fidelity (Anker et al., 2009; Miller et al., 2006; Reese et al., 2009; Reese
et al., 2010), yet fidelity is often still noted as a weakness of these studies (Partners for
Change Outcome Management System, 2018). Recent researchers have adopted
checklists, as has been done in the current study, to add yet an additional strategy to
ensure that clinicians implemented PCOMS with fidelity during each session within the
Feedback condition (Kellybrew-Miller, 2017; Mikeal et al., 2016). As such, the integrity
checklist may serve as both an implementation support tool and as an assessment
measure. In the current study, the checklist functioned as a visual reminder for the
clinicians, highlighting each of the intervention steps that needed to be completed during
each session. As an assessment tool, it provided yet another way to explore fidelity in
addition to the physical fidelity check that was conducted by the researcher to verify that
all of the PCOMS measures were administered, scored, and graphed during each
Feedback condition session.
The office administrative assistant ensured that a checklist was attached to each
ORS/SRS packet to be completed by each clinician at the end of sessions with clients
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assigned to the Feedback condition (see Appendix D). The completed integrity checklist
was submitted along with completed ORS/SRS measures at the end of each Client
Feedback session.
At the conclusion of the study, the majority of the integrity checklists were
completed by the clinicians. Furthermore, all of these completed checklists revealed that
the clinicians had indeed implemented the feedback intervention with 100% fidelity.
Even though not all of the integrity checklists were completed, the completion rates that
were observed were found to be on par or better than recent research that has also utilized
the same or similar integrity checklist measures (Kellybrew-Miller, 2017; Mikeal et al.,
2016). Furthermore, when the clinicians who had the lower completion rates were asked
directly as to why the checklists were incomplete, it was reported that in most cases it
was due to clerical error and the checklists were not attached to the PCOMS materials, or
the clinicians simply forgot to complete them following treatment sessions. Most
importantly, the clinicians vouched that all of intervention steps were in fact carried out
each session, despite the lack of integrity checklist data. These self-reported verbal
accounts of treatment fidelity suggest that the PCOMS materials were still administered
as intended despite the lack of documentation on the checklists. These verbal testaments
of intervention fidelity were credible, particularly since all of the ORS and SRS
measures, scores, and graphs were documented and accounted for during the physical
fidelity check conducted at the end of the data collection period. However, since the
fidelity checklists were completed inconsistently by two of the five clinicians, additional
analyses were conducted to explore potential fidelity related clinician differences.
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Review of Results
First research question. It was expected that clients who received services in the
Client Feedback condition would have greater symptom reduction as measured by scores
on the PSC or PSC-Y than those clients who participated in TAU. This hypothesis was
supported. Although it was found that regardless of condition, clients improved with
participation in treatment as reported by their scores on the PSC and PSC-Y, it was found
that the clients who participated in the Feedback condition reported even greater
symptom improvement on the PSC measure from intake to follow-up. Consistent with
previous research (e.g., Anker et al., 2009; Duncan & Reese, 2015; Kellybrew-Miller,
2017; Miller et al., 2006; Reese et al.; 2009) substantial decreases in symptoms were
documented when participants were furnished with the opportunity to provide on-going
systematic feedback regarding their treatment progress and therapeutic alliance.
Surprisingly, the same effect was not found to be the case for the PSC-Y. Even
though it was found that treatment outcomes improved regardless of treatment condition,
participation in the Feedback condition did not lead to more significant treatment
outcomes when compared to TAU, as it did for the PSC. Although this finding could be
due to several reasons, including individual client and clinician characteristics, (Kelley,
Bickman, & Norwood, 2010), it is more likely that the difference is attributed to the
limited sample size included in the current analysis.
At the current practice, oftentimes parents and caregivers end up being the default
respondents on routine outcome measures such as the PSC. The clinicians may have
already began the session with the child and the parents are able to complete the measure
while they wait to meet with the clinician too. Also, as mentioned previously, when
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phone calls were able to be made to collect outcome measures from those participants
who were no longer active cases, it was often the parent who was able to complete the
PSC over the phone, and not the youth. Furthermore, the mere fact that the client was no
longer attending services, and in these cases, more time had passed than what is generally
preferred for timely review of treatment progress. As such, the symptoms reported on the
PSC-Y may not have been a valid representation of how the client was functioning while
still enrolled in services.
Second research question. The second research question was addressed in two
parts. Building on the results found for the first research question, it was expected that a
significant amount of the variance in treatment outcome was attributed to participation in
the Feedback condition. Secondly, based on prior research that has highlighted the
importance of clinician related factors on treatment effects (Kelley, Bickman, &
Norwood, 2010) it was also expected that clinician related variables such as years of
experience would moderate the relationship between condition and outcome. The results
of the analyses supported the first part of the hypothesis, but not the second.
Prior experience was entered in the current analyses as a covariate since it was
found to be moderately correlated with PSC. It was found that while controlling for the
effects of clients’ previous therapy experience, a small but significant amount of variance
in treatment outcome as measured by the PSC was attributed to participation in the
Feedback condition. Only a marginal amount of variance was attributed to clinician
experience and was not found to moderate the relationship between condition and
treatment outcome. It is expected that the limited findings were attributed to the small
sample size. The original power analysis called for a total of 55 participants in each
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condition. The current participants fell short, particularly for analyses that examined
treatment outcome as measured by the PSC-Y. Furthermore, as multiple regression
analyses take into account multiple degrees of freedom as more predictors are included in
the model, it is best to have larger sample sizes in order to detect significant effects
(Cohen, Cohen, West & Aiken, 2003).
Third research question. For the final research question, it was expected that
the average number of sessions that were participated in would be higher for the
participants in the Client Feedback condition than participants who received TAU. This
hypothesis was not supported. Unlike previous research that has documented significant
improvement in dropouts and retention (Schuman et al., 2014; Slone et al., 2015), the
current results did not show a statistically significant difference between the average
number of sessions participated in by clients in the Feedback versus TAU conditions. The
clients who received services in the TAU condition participated in slightly more sessions
on average than those participants who received services in the Client Feedback
condition, but there was not a significant difference between the two conditions.
Although it was expected that retention would be higher for those in the Feedback
condition, it also made sense that there would be less of a difference in number of
sessions given the efficiency of the PCOMS approach. If clients are not making progress,
it is expected that the clinicians will have regular conversations about the lack of progress
or low alliance ratings in the effort to improve the ratings. If improvement is not
captured over time, it is best practice to refer the client to another therapist who may
better meet their needs. Although not tracked for this study, it would have been good to
keep record of those clients who did not show improvement and were transferred to
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another therapist, if any. Information such as this would be helpful in planning future
research as well as clinical applications of the PCOMS materials.
Additional analyses. Even though the physical fidelity check verified that all
PCOMS materials were administered, scored, and graphed, the fact that there was
inconsistency in the completion of the integrity checklists, a measure that would have
helped to remind clinicians to perform the various intervention steps as intended,
additional analyses were conducted to assess these differences in completion rates
further. The results of these analyses showed, treatment outcome was not found to differ
significantly between individual clinicians. Taking this a step further, differences in
treatment outcome between clinicians with low integrity checklist completion rates was
compared to those with high completion rates. For the PSC, significant differences were
noted between high and low completion rates in the Feedback condition, but not the TAU
condition. For the PSC-Y, low integrity checklist list completion rates were not found to
have impacted treatment outcome. It was surprising that there was a significant
difference for the PSC but not the PSC-Y. If there had been a difference for the PSC-Y,
it may have helped to explain why there were not significant differences found between
PSC-Y scores collected at intake and follow-up for clients who were in the Feedback
condition versus TAU.
Limitations and Future Considerations
There are several potential limitations within the current study that should be
taken into consideration when interpreting the results. First, consistent data collection
was a challenge throughout the study due to the increased demands placed on clinicians
with the addition of the PCOMS materials. Productivity goals and the resulting
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paperwork are increasingly demanding for clinicians who work in private practice
settings. For the practice where the current study was conducted, full-time clinicians’
productivity goals are approximately 72 hours per month, that is, a minimum of at least
18 billable sessions per week. Of course, this means that clinicians are also required to
complete all corresponding documentation within a 24-hour window of each session.
This typically means session notes, progress summaries, treatment planning, and
clinicians usually have at least 1-2 new intakes each week that require intensive
assessment notes and interpretive summaries. This is a substantial amount of paperwork
in additional to the time that is already captured by their 50-60-minute therapy sessions
with each client. While all of the clinicians showed interest in the research study and
volunteered to participate, the demands that were placed on clinicians, despite every
effort possible made to reduce the extra burden on their time, was likely a significant
barrier to the current study.
The clinicians voiced concerns regarding the amount of time it took to review and
complete the feedback measures during appointments, particularly during the initial
intake appointment. This is predominantly why the clinical director decided that the
feedback measures would not be introduced until the second session approximately 3months into data collection. Being flexible and responsive to the clinicians’ needs was
essential to ensure continued adherence to the study intervention. Although this change
was construed as helpful for the clinicians, for decades now, research has documented
that some of the largest treatment gains tend to occur in the first few sessions (Howard,
Kopte, Krause, & Orlinsky, 1986), and clients who fail to make progress in the first few
sessions are at risk for negative outcomes and may be reflected in high no show rates
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(Howard, Lueger, Maling, & Martinovich, 1993). Findings such as these further
highlight the need for intervention as early as possible, and suggest that delaying the
intervention, even to the second treatment session may hinder treatment progress.
However, although previous research studies have found client feedback to be
associated with increased retention (Schuman et al., 2014; Slone et al., 2015), the current
study did not. Various characteristics of the current study, including the fact that
feedback measures were not consistently used from the point of intake on, could have
factored into the null findings (i.e., switched 3-months into data collection). Moving
forward, it is important to identify predictors of missed appointments so that clinicians
and administrative staff may anticipate and avoid potential barriers to treatment, thereby
improving retention and ultimately treatment outcomes. From a research standpoint,
such information would help to identify potential factors that may have limited the ability
to detect the effects of client feedback, as may have occurred in the current study.
Although, perhaps most importantly, practitioners should make every effort to utilize
client feedback as early as possible (i.e., the first session) to assess client need as well as
to help identify potential issues in treatment alliance that may later lead to no-shows or
cancellations if not addressed.
Also related to time limitations, the clinicians voiced complaints in regard to the
amount of time it took them to complete the scoring of the feedback measures during
session, particularly the actual measuring of the client’s ratings and then the process of
having to enter the scores into the database. Although less complaints were noted as the
study progressed, and clinicians undoubtedly became more acquainted with the system
and the scoring process, they still indicated that it would have been useful to have an
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automatized way to manage scoring. This suggestion should be considered for future
research and practical applications. The clinicians indicated more interest and willingness
to utilize a feedback system that could be administered and scored electronically.
Furthermore, even though the PSC and PSC-Y were standard measures that were
already used in the practice to monitor treatment progress at intake, follow-up, and
closure, the clinicians often forgot to collect that PSC at the predetermined 90-day
progress review period without prompting. Frequently the clients’ participation in
treatment would drop-off without warning, and clinicians were unable to collect the PSC
and/or PSC measures prior to their departure. Sometimes these clients would randomly
turn back up after several weeks, even months between treatment sessions, leaving
substantial variability between data collection time-points. In two cases, the researcher or
clinicians were able to follow-up with clients via mail or by phone to complete the PSC
and/or PSC-Y measures; however, this was not common. Also, in these rare occasions, it
was even more unlikely that both the PSC and the PSC-Y were able to be collected at the
same time. Timely completion was more reliable if the clinicians were prompted with
computerized alerts in the Electronic Health Record System. This allowed both the
clinicians and the administrative staff to collect the measures from the client and/or
caregivers while they were in the office for their scheduled appointments. Assuming this
approach had been taken sooner in the data collection process, more PSC and PSYmeasures would have likely been collected prior to the end of the data collection period.
Additionally, even though all of the clinicians in the current study have similar
education and training experiences, and report adhering to general CBT practices, the
results could have been confounded by differences in therapeutic approaches, perhaps
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impacting retention and treatment outcomes. Differences in treatment modalities such as
this could have accounted for the null finding for the youth version of the PSC. Research
conducted by Janse and colleagues (2017) ensured that clinicians implemented the same
manualized CBT treatment interventions, which allowed the researchers to more
effectively measure the effects of client feedback versus TAU.
The current study also did not restrict enrollment based on specific inclusion and
exclusion criteria related to previous experiences with therapy and pre-existing diagnoses
and/or presenting concerns. Thus, details concerning the participants’ current diagnoses
or presenting symptoms and concerns were not collected and included in the current
study. Approximately 35% of the participants that were included in the current study
reported that they had participated in therapy previously. Furthermore, previous therapy
experience was found to be significantly correlated with outcomes as indicated on the
PSC at follow-up. As such, the effects of previous therapy experience functioned as a
covariate in one of the models examined in the current study. In hindsight, it would have
been important to know more detail about these previous therapy experiences, and
relatedly, the participants’ pre-existing diagnoses. It would have been particularly
helpful to know more details about these earlier experiences since certain diagnoses
require longer and more frequent interventions. For example, it would have been helpful
to know what type of services the clients had been involved in and what symptoms and/or
conditions they had presented for treatment with previously. It would have also been
interesting to know if it was only one prior experience or multiple, as well as the duration
of each treatment experience. Unfortunately, it was also not noted as to whether these
clients were treated at the same treatment location previously or other treatment settings.
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Perhaps there would have been a difference in treatment outcome between those who had
received services at the same venue versus having received services at a different venue
previously. It would have also been interesting to know whether participants were
seeking services for the same diagnoses and/or presenting conditions as their earlier
treatment experiences. Ultimately, obtaining more detailed information about prior
clinical experiences would be helpful in future implementation of PCOMS. Such
knowledge will help to enable researchers and clinicians alike to have a better
understanding of the relationship between previous therapy experience, pre-existing
diagnoses, symptoms and therapeutic outcome and help to provide a richer explanation of
findings.
Finally, although it was confirmed through a physical check of all of the records
that all PCOMS materials were administered, scored, and graphed, which indicated that
the intervention was in fact implemented with fidelity, the integrity checklist was
completed inconsistently by two out of the five clinicians. The checklist was designed to
help the clinicians administer all steps of the intervention, which included processing the
scores and graphs with individual clients in addition to simply administering and scoring
the measures. Even though the follow-up analyses were not found to be significant, it is
still important to note these inconsistencies as a limitation to reiterate that future research
and application efforts should emphasize the importance of fidelity tools and selfmonitoring in the use of evidence-based practices.
Conclusion
Within the last two decades, a developing body of research has revealed that
systematic client feedback increases client retention and treatment outcomes (Lambert et
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al., 2002; Schuman et al., 2014; Slone et al., 2015). More specifically, research has
confirmed the value, now repeatedly, of using systematic client feedback through
PCOMS to improve treatment outcomes. In practical application, outcome and alliance
monitoring has been utilized to improve clinical decision making and increase treatment
effectiveness (Duncan, Miller, & Sparks, 2004). Nonetheless, using a client feedback
system in private practice settings can be difficult given high productivity pressures..
Previous researchers have noted that, contrary to intention, clinicians may view
routine outcome monitoring as a hindrance to the therapeutic process and an obstacle to
forming alliances with clients (i.e., just another piece of paper to document) (KellybrewMiller, 2017). In clinical practice, it is important to utilize measures that are easy to
incorporate into regular treatment practices and have high face validity (KellybrewMiller, 2017). Such considerations will make it more likely that clinicians will
understand the utility and will be more likely to use the measures consistently. The goal
is to have client feedback viewed as a collaborative process with clients, and as essential
to alliance building and treatment outcome, rather than as a hindrance and merely
paperwork (Kellybrew-Miller, 2017). However, as Miller and colleagues (2003)
painstakingly pointed out, “no matter how reliable and valid the measure, if it is not used,
the benefits of outcome management will not be realized.”
The current study added to the client feedback literature by examining the
effectiveness of PCOMS versus TAU within a private practice setting, and with children
and adolescents specifically. Primary pieces of the current study included the use of a
self-report integrity checklist that was implemented in order to help conserve adherence
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to treatment protocol in the client feedback condition. Additionally, the PSC and PSC-Y
were used as dependent measures to assess client outcome and retention.
The results indicated that while clients in both the Client Feedback condition and
TAU conditions improved, those clients that were assigned to the Client Feedback
condition reported greater improvement. This significant interaction effect was found for
the PSC, but not for the PSC-Y. Even though previous studies have documented
significant retention effects, there was not a statistically significant difference between
the number of sessions participated in between the Client Feedback and TAU conditions
in the current study.
Future research should aim to gain a better understanding of the factors that
contribute to no-show and cancellations in order to further explore the impact of client
feedback on retention. Additionally, whether it be future research or clinical application,
the feedback that has been obtained regarding the time-consuming nature of paper-pencil
administration and scoring should be integrated into the planning of future use and
ultimately the implementation of ongoing client feedback systems in busy, time-limited,
private practice offices. A natural next step would be to move to a computer-based client
feedback system to ameliorate the current clinician concerns and several of the study
limitations. Also, it is important to keep in mind, based on the results of a recent RCT
trial, it can be expected that the longer PCOMS is used, the better the treatment outcomes
should be (Brattland et al., 2018). Brattland and colleagues (2018) found that, over a trial
period of four years, outcomes significantly increased with time. A finding such as this
may suggest that it takes time to implement an effective outcome monitoring program
(Brattland et al., 2018). The extra time allows for additional training, adjustments to the
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implementation, as well as ongoing supervision and support, all of which may ensure
sustainability (Brattland et al., 2018).
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APPENDIX C: PEDIATRIC SYMPTOM CHECKLISTS

Child’s Name
Today’s Date
Date of Birth

_________________
_________________
_________________

Record Number _________________
Filled out by ___________________

Pediatric Symptom Checklist
Emotional and physical health go together in children. Because parents are often the first to notice a problem with
their child’s behavior, emotions or learning, you may help your child get the best care possible by answering these
questions. Please mark under the heading that best fits your child.

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.

Complains of aches/pains
Spends more time alone
Tires easily, has little energy
Fidgety, unable to sit still
Has trouble with a teacher
Less interested in school
Acts as if driven by a motor
Daydreams too much
Distracted easily
Is afraid of new situations
Feels sad, unhappy
Is irritable, angry
Feels hopeless
Has trouble concentrating
Less interest in friends
Fights with others
Absent from school
School grades dropping
Is down on him or herself
Visits doctor with doctor finding nothing wrong
Has trouble sleeping
Worries a lot
Wants to be with you more than before
Feels he or she is bad
Takes unnecessary risks
Gets hurt frequently
Seems to be having less fun
Acts younger than children his or her age
Does not listen to rules
Does not show feelings
Does not understand other people’s feelings
Teases others
Blames others for his or her troubles
Takes things that do not belong to him or her
Refuses to share

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

Never

Sometimes

Often

(0)
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____

(1)
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____

(2)
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____
_____

Total score _______________
Does your child have any emotional or behavioral problems for which she/he needs help?
Are there any services that you would like your child to receive for these problems?

( ) N ( )Y
( )N ( )Y

If yes, what services?_______________________________________________________________________
©1988, M.S. Jellinek and J.M. Murphy, Massachusetts General Hospital
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Pediatric Symptom Checklist - Youth Report (Y-PSC)
Please mark under the heading that best fits you:
Never
1. Complain of aches or pains............................

Sometimes

Often

___

2. Spend more time alone.................................
3. Tire easily, little energy............................
4. Fidgety, unable to sit still..........................

__

___

___

___

5. Have trouble with teacher………………

___
___
___
___

6. Less interested in school.…………...
7. Act as if driven by motor.............................

___
___

8. Daydream too much.....................................

___

9. Distract easily.......................................
10. Are afraid of new situations..........................
11. Feel sad, unhappy.....................................
12. Are irritable, angry..................................
13. Feel hopeless.........................................
14. Have trouble concentrating............................
15. Less interested in friends............................
16. Fight with other children.............................
17. Absent from school. …………………….
18. School grades dropping. ………………..
19. Down on yourself......................................
20. Visit doctor with doctor finding nothing wrong........
21. Have trouble sleeping.................................
22. Worry a lot...........................................
23. Want to be with parent more than before...............
24. Feel that you are bad.................................
25. Take unnecessary risks................................
26. Get hurt frequently...................................
27. Seem to be having less fun............................
28. Act younger than children your age....................
29. Do not listen to rules................................
30. Do not show feelings..................................
31. Do not understand other people's feelings.............
32. Tease others..........................................

___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___
___

33. Blame others for your troubles........................
34. Take things that do not belong to you.................
35. Refuse to share......................................

___
___
___
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APPENDIX D: IMPLEMENTATION CHECKLIST
PCOMS Implementation Checklist
Please answer according to what you did with the current client.
1. Introduced, administered, and scored the
ORS at this session. (Introduce by explaining
that ORS tracks client’s progress; introducing
is only necessary for first few sessions).

Yes________

2. Discussed client’s ORS ratings and
connected them to the reason for service
(especially in first session), and to client
change (changes in scores from previous
sessions).

Yes________

3. (Applies to second or subsequent sessions)
Used ORS in session to empower client
change (if scores increased) or adjust
interventions to improve client outcomes (if
scores did not change or declined).

Yes________

4. Introduced, administered, and scored the
SRS at this session (Introduce by explaining
that SRS promotes client/provider dialogue and
ensures that sessions meet client’s needs; tell
client there is no “bad” news on SRS because
low scores provide valuable feedback; the
“introducing” aspect may not be needed after
first couple sessions).

Yes________

5. Discussed client’s SRS ratings on each
SRS item.

Yes________

No ________

No ________

No ________

No ________

No ________

145
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APPENDIX E: CLINICIAN PROTOCOL
CLINICIAN PROTOCOL FOR FEEDBACK MEASURES
Rationale:
Change that occurs early in therapy is a good predictor of outcome and early ratings of
alliance are a good predictor of both retention and outcome.
Experimental Feedback Condition:
Use of ORS at beginning of session and use of the SRS at the end of the session
Protocol:
When meeting with the client for the first time, provide a rationale for the use of the ORS
and SRS. Please use the script below:
“At Firm Foundations, it is our priority to make sure that you get the results you want.
For this reason, it is very important that you are involved in monitoring our progress
throughout counseling. I like to start with this brief form called the Outcome Rating
Scale, which provides a snapshot of how you are doing right now. It serves as an anchor
point so we can track your progress and make sure that you get what you came here to
get, and if you’re not, we can regroup and try something else. It’s also a way to make
sure that your perspective of how you are doing stays central. Would you mind doing it
for me?
We do this by formally using a measure called the Outcome Rating Scale. It only takes
about a minute of your time. You will fill it out at the beginning of each session and then
we will talk about the results together. Research has shown us that is we are going to be
successful in our work together, we should see signs of improvement earlier rather than
later. If what we are doing works, then we will continue. If not, then we will try to change
or modify what we are doing. If things still do not improve, then I will work with you to
find someone or someplace else for you to get the help you want. Does that make sense to
you? (Allow them to comment).
At the end of the session, you will fill out one additional form, the Session Rating Scale.
Again, it is also very short, and will take only a couple minutes to complete.”
Beginning of each session:
1) Clients will complete the Outcome Rating Scale (ORS) at the beginning of
each session. It may be helpful to remind clients of the directions.
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2) Their answers should reflect how they have been doing over the last week
(or since the last session).
3) Clinician will next review the ORS during the first few minutes of the
session to clarify their client’s answers.
You may say, “I noticed that you indicated on the ORS that you
were (not) doing well today interpersonally. Can you tell me a
little more about that?”
As time goes by you can compare the results from previous weeks
and use it as a tool to talk about change.
“This week your rating on the interpersonal scale is much higher
than last week. Can you tell me what is different? What are you
doing different?”
4) After the session the ORS total score will be plotted on the ORS graph by
the researchers and provided to the counselor.
At end of each session:
1) Leave about 5 minutes at the end of each session to complete the SRS.
You could say, “this form tells me how the meeting with for you. It
is like taking the temperature of our meeting today, and I need you
to be really honest and tell me exactly what you think.”
2) The clinician will review and score (with the ruler or scoring template
provided) the SRS during the last few minutes of that session to clarify
their client’s answers.
The rating on the SRS can be very helpful to you as you try to
create a therapeutic environment that helps meet the needs of the
client. It is this end of session conversation that will be helpful to
the clinician and client as they work to form a working alliance.
“I noticed that you felt like the approach to therapy was not a
good fit for you. Can you tell me what you were expecting and
what you would like to be different?”
When SRS results are uniformly high (9 or above on each item),
we can simply acknowledge it and invite any other comments or
suggestions from your client. Since people tend to rate alliance
measures highly, we should address any hint of a problem. A total
score of 36 or less, or under 9 on any item, may signal a concern
and warrant further discussion.
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“These marks are way over here to the right, which suggests that
we are on the same page, that we are talking about things that are
important to you, and that today’s meeting was right for you. What
else could I do to make sure we are working well together?”
3) The total score will be plotted on the ORS/SRS graph by the researchers
and provided to the clinician.
4) Make sure that the client’s case number is recorded at the top of the forms.
Complete implementation checklist and return the completed ORS/SRS
measures and checklist for filing and review.
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APPENDIX F: IRB APPROVAL LETTER

OFFICE OF RESEARCH COMPLIANCE

INSTITUTIONAL REVIEW BOARD FOR HUMAN RESEARCH
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Crystal McWhirter
College of Arts & Sciences
Department of Psychology
1512 Pendleton Street
Columbia, SC 29208
Re: Pro00060853
This is to certify that research study entitled, “Systematic Evidence-Based Assessment and
Intervention of Client Feedback in Youth Mental Health Treatment in a Private Practice Setting,”
was reviewed on 8/15/2017, by the Office of Research Compliance, which is an administrative office
that supports the University of South Carolina Institutional Review Board (USC IRB). The Office of
Research Compliance, on behalf of the Institutional Review Board, has determined that the referenced
research study is not subject to the Protection of Human Subject Regulations in accordance with the
Code of Federal Regulations 45 CFR 46 et. seq.
No further oversight by the USC IRB is required. However, the investigator should inform the Office of
Research Compliance prior to making any substantive changes in the research methods, as this may
alter the status of the project and require another review.
If you have questions, contact Arlene McWhorter at arlenem@sc.edu or (803) 777-7095.
Sincerely,

Lisa M. Johnson
IRB Assistant Director
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